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Abstract 
Background: As the role of nurse practitioners (NPs) evolves and educational approaches to 
training NPs are modified to accommodate these changes, a gap in adequate training for many 
newly graduated nurse practitioners exists. Additional post-graduate supervised training is 
needed to ensure confidence and competence of new providers. Such programs are not currently 
available at small, outpatient settings in the United States. Purpose: The purpose of this Quality 
Improvement (QI) DNP project was to evaluate the impact of a newly launched primary care 
nurse practitioner residency program on a selected new NP graduate (hereafter called the 
‘resident’) at an independent, outpatient, primary care office. Methods: This DNP student 
incorporated a QI framework with an educational evaluation design, using a Likert-scale 
questionnaire. Benner’s novice-to-expert framework and the impostor phenomenon often 
experienced during this transition as originally outlined by Clance and Imes were used to 
examine the results. The questionnaire was administered to the resident at 3- and 6- month 
intervals. Informal discussions and journaling were also evaluated to construct a qualitative 
evaluation of the resident’s experience. Results/Discussion: The questionnaire and qualitative 
discussions/journaling results revealed that the new resident expressed and exhibited an increase 
in confidence and competence over time during the first 6 months of the newly launched NP 
residency program. The resident, ultimately, also reported increased satisfaction in her role as 
she progressed through Benner’s framework, despite experiencing the impostor phenomenon. 
The residency was developed for a specific primary care practice site which received no outside 
funding, yet the practice yielded a net positive financial return on investment (ROI) at the 6-
month mark of the program. These results reflect the efficacy of such a program for new NPs. 
Keywords: nurse practitioner residency, nurse practitioner fellowship, post-graduate nurse 
practitioner training 
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Evaluation of the Impact of a Nurse Practitioner Residency Program on a Selected New 
NP Graduate in an Outpatient Clinic in Massachusetts   
Introduction  
 Since being recommended by the Institute of Medicine (IOM) almost a decade 
ago, only 91 post-graduate Nurse Practitioner (NP) residency or fellowship programs 
have been developed in the United States, 56 of which are accredited primary care sites 
(Flinter & Bamrick, 2017; Rugen et al., 2017; IOM, 2010; National Nurse Practitioner 
Residency & Fellowship Training Consortium [NNPRFT], 2018; Sanchez, 2018). The 
NNPRFT consortium personnel and Flinter and  Bamrick (2017) assert that, although 
terminology is not standardized, post-graduate training programs in a primary care setting 
are generally referred to as residencies, while programs based in a specialty setting are 
generally referred to as fellowships. They further purport that because the programs are 
not required in order for licensure/credentialing, accreditation by organizations such as 
the NNPRFT is not required in order to begin a program, although, accreditation can be 
an important part of ensuring consistency among NP residency programs. 
Although the current evidence supports postgraduate training for new NPs, 
development of these programs is time consuming, can divert fiscal and time-related 
resources, and requires financial expenditure (Bush & Lowery, 2016; Faraz, 2019; 
Harper, McGuiness, & Johnson, 2017; Hart & Bowen, 2016; and Norwick, 2016). 
However, if appropriately structured, nurse practitioner residencies in primary care can 
be mutually beneficial for both the nurse practitioner resident and the practice in which 
residents are trained. If more programs are able to be offered for post graduate training, 
many investigators assert that the looming primary care shortage may be tempered and 
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the NPs stepping up to fill the gaps will feel more prepared, retain positions longer, and 
have higher job satisfaction than colleagues who did not have such an opportunity. 
Background   
In 2010, the IOM recommended that NPs participate in post-graduate training (i.e. 
residencies/fellowships) in order to increase confidence and competence as well as 
increase retention and decrease burnout rates in new graduate NPs (IOM, 2010; Rugen et 
al., 2017). Despite this recommendation a decade ago, as of the writing of this document, 
Massachusetts has only two nurse practitioner primary care residency programs, both of 
which are located at federally qualified health centers (FQHC) in central Massachusetts 
(NNPRFT, 2018). Registered nurse residency programs as well as traditional medical 
residency programs are widespread and viewed as being an essential component to 
medical professional training, yet, nurse practitioners are being left behind when it comes 
to adoption and acceptance of post-graduate training (IOM, 2010). Because many new 
NPs experience what Clance and Imes (1978) refer to as the Impostor Phenomenon, a 
sense that they do not belong, and are, in fact, impostor clinicians particularly during the 
first few years of practice while progressing through Benner’s stages, it is of utmost 
importance to ensure that early, intensive, supervised/supported training post-graduation 
is available to optimally prepare these NPs for their new career where increasingly 
complex patient care management is required. Unfortunately, establishment of residency 
programs, particularly in eastern Massachusetts, to ensure the new generation of nurse 
practitioners are optimally prepared in a timely, supervised manner to ensure confident 
and competent practice, decrease dissatisfaction with role, and increase retention, simply 
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has not happened as outlined by the IOM (Huffstutler & Varnell, 2006; IOM, 2010; 
Norwick, 2016). 
One of the major barriers in establishing a residency program is funding, as, 
unlike their physician colleagues, extremely limited funding is allocated for post-graduate 
advanced practice nurse training (Firth & Marsan, 2016). Additionally, limited openings 
for available positions allow only a small number of NP residents to be accepted every 
year. Moreover, there is some controversy over need to require residency programs as a 
requisite internship after APN-level training is completed because NPs have been shown 
in some studies to provide care equal or superior to physician colleagues, over time. It 
should be noted though that these studies’ findings were shown to be true only over time 
post-graduation. Time and the experience that come with it are the two key links to the 
assumptions of equality of practice. Additionally, because of the need for primary care 
clinicians in the United States, all providers (including new NPs) hit the “ground 
running”, with less and less time allocated to supervising and training new clinicians. 
This has made it truly difficult for new NP graduates without a history of working 
professionally in nursing to accommodate the required pace and complexity of primary 
care; and to do this in a timely manner without feeling like impostors as they rush to gain 
enough experience to feel comfortable in the practice (American Academy of Family 
Physicians [AAFP], 2014; Bartol, 2014; Benner, 1984; Clance & Imes, 1978; Hart & 
Bowen, 2016; Mundinger, Kane, & Lenz, 2000).  
Although it is understood that medical doctors (MDs) will complete at least one 
or more post graduate residencies to become better prepared for the practice arena, it is 
unfortunate that, although NPs stand toe-to-toe with MDs and have similar outcomes 
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over time, there is a dearth of structured supportive post graduate residency programs for 
new graduate NPs to help them become better prepared for practice. And, as the number 
of NPs in the country continues to increase (approximately 120,000 in 2007 to 190,000 in 
2019), the need for expanded training sites advances exponentially as well (American 
Association of Nurse Practitioners [AANP], n.d.).  
Nurse practitioners currently play a vital role in the provision of primary care in 
the United States, and this demand is increasing as the population ages and a continued 
shortage of primary care providers is expected to deepen (Harper, McGuiness, & 
Johnson, 2017). This is never more true than in our increasingly complex health system 
with increasingly complex patients. Therefore, we have an urgent and profound 
responsibility to initiate post-graduate residency programs to properly integrate new NPs 
into the position of healthcare providers where their accountability to and responsibility 
for the lives of their patients is arguably even more salient, than was their responsibilities 
as registered nurses, to function at the highest level of practice and accountability in 
nursing.            
Problem Statement  
The risk of newly graduated nurse practitioners (NPs) [upon graduation through 
the first 1-2 years of practice] feeling unprepared, feeling like an impostor, lacking 
clinical competence for independent practice, and thereby, ultimately feeling unsatisfied 
in the role of an NP, is indicated by evidence in the literature that supports these negative 
perceptions through recorded testimonies of new NPs and from evidence within 
published data reports of less than optimal outcomes due to unpreparedness of new NP 
graduates. These results, in both low clinical confidence and poor perceptions of 
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competence and role dissatisfaction, are exacerbated by the lack of sufficient numbers of 
post-graduate nurse practitioner residency program opportunities and may likely lead to a 
decreased number of highly qualified NPs to meet their expanding demand in primary 
care. 
Organizational “Gap” Analysis of Project Site 
 Only two NP residency programs in primary care are currently available in 
Massachusetts, neither of which is east of Worcester (an approximate 60-minute drive 
west of metro Boston) (National Nurse Practitioner Residency and Fellowship Training 
Consortium [NNPRFTC], 2018). The greater Boston area is home to over ten graduate 
nursing programs for nurse practitioners, presenting an ideal location population for 
development of post-graduate NP residency training programs (American Association of 
Nurse Practitioners [AANP], n.d.). In fact, a study by Barnes (2015) asserted that, 
regardless of previous clinical experience, a thorough, formal, structured orientation had 
a positive impact on perception of new NPs to perform in their positions. Furthermore, 
their actual outcomes improved, and they reported better job satisfaction (Barnes, 2015).  
The location of the proposed project is approximately 20 miles south of Boston, 
Massachusetts. Because of its proximity to Boston, the site has many benefits: proximity 
to excellent tertiary care centers for complex patients, a significant number of graduate 
nursing schools and medical schools, and excellent infrastructure. However, the area’s 
proximity to Boston also leads to nursing talent being pulled into Boston as opposed to 
staying outside of the city. This makes recruiting new primary care providers challenging, 
as many of the top talent gravitates to larger organizations in the city with associated 
prestige. By offering NP residency programs in the suburbs surrounding Boston, primary 
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care practices can combat the loss of talent to urban areas and retain excellent, well-
qualified, well-trained providers on their staff (Flinter & Bamrick, 2017; Norwick, 2016) 
Review of the Literature  
Search Methods 
A review of the literature was performed using the following strategies. Searches 
in the Cumulative Index of Nursing and Allied Health Literature (CINAHL), Cochrane, 
and Medline/Pubmed were performed, yielding a total of 156 articles. The search in 
CINAHL yielded 19 studies, Cochrane yielded 7 studies, and Medline/Pubmed yielded 
131 studies. The Medical Subjective Headings (MeSH) and general search terms 
residency AND nurse practitioner, nurse practitioner AND transition, fellowship AND 
nurse practitioner, residency with subheading nursing, and postgraduate nurse education 
with subheading nursing were used. These results were limited to publication within the 
last five years and limited to academic journal entries with peer review. Among the 
databases, 7 duplicates were found after limiting the search criteria. These duplicates 
were found between the CINAHL and Medline/Pubmed databases.  
Article titles were then briefly scanned to include or exclude studies for the 
intended project. Studies based on medical residencies, postgraduate training for non-
nursing fields, and studies on unrelated postgraduate training for various allied and health 
professionals were immediately excluded, while those regarding nurse practitioner post-
graduate training and nurse practitioner residencies and fellowships were included. This 
left approximately 37 studies for initial review. Abstracts were reviewed for these studies, 
and those specifically related to postgraduate training for nurse practitioners in a primary 
care setting were included. This resulted in inclusion of 16 articles. Several additional 
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articles, 7 non-duplicate articles in total, were found using Google Scholar with the same 
limiting searches as noted above – several exceptions to the inclusion dates were made 
for pertinent articles as noted by date below. 
Twenty-three studies met criteria for inclusion and were graded and leveled using 
Johns Hopkins criteria (N.D.). Two level I studies were used, both of which were 
randomized controlled studies (RCTs). Of the remaining articles, varied types were 
included as follows: qualitative research studies (II), systematic reviews (II), mixed 
qualitative/quantitative research design (II), quantitative research studies (II), expert 
opinions with questionnaires (III), qualitative descriptive studies (III), and descriptive 
studies (V). All articles included were deemed either good or high quality (B or A 
respectively), based on the the Johns Hopkins criteria. Chen et al. (2017) and Kim et al. 
(2013) were deemed level I; Bush and Lowery (2016), Hart and Bowen (2016), MacKay 
et al. (2018), Rugen et al. (2017), Sciacca and Reville (2016), and Stephenson and Cosme 
(2018) were deemed level II; Brown et al. (2015), Brown and Olshansky (1997), Hicks et 
al. (2017), and Martsolf et al. (2017) were deemed level III, and Hart and Macnee (2007), 
Kelly et al. (2015) were deemed level IV; and Barnes (2015), Bartol (2014), Barrett and 
Wright (2019), Brown and Olshansky (1998), Draye and Brown (2000), Faraz (2019), 
Fitzpatrick and Gripshover (2016), Harper et al (2016), and Norwick (2016) were deemed 
level V.  
Articles related to fellowship (specialist) training programs for postgraduate NPs 
and for physician assistants were purposefully excluded, as the evidence supporting 
primary care NP residencies appears to be ample. However, of the two RCTs found 
during the literature review, the investigators were not specifically studying NP residency 
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programs, rather, training and practice environments in the postgraduate trainees (Chen et 
al., 2017; Kim et al., 2013).   
Search Results 
Of the final 23 articles, 2 were RCTs, 3 were systematic reviews, 3 were expert 
opinions, 12 were qualitative/descriptive studies, 1 was a mixed qualitative/quantitative 
research study, and 2 were quantitative research studies. Although the studies vary in 
focus, the overarching theme is evaluation of nurse practitioner residencies and 
fellowships and their effect on the providers that are trained as well as the impact on 
health systems and provision of adequately prepared providers for complex patient 
populations. The majority of the included studies used samples sizes smaller than 100 
with only one including more than 500 participants (Hart & Bowen, 2016). No practice 
guidelines were found on the topic of NP postgraduate training, although accreditation 
bodies currently exist for NP residency programs (NNPRFTC, 2018).  
Most studies focused on the impact of residency/fellowship programs on the 
program participants and how these programs prepare nurse practitioners to practice 
independently with a highly complex patient population. Several studies that examined 
the methods by which programs evaluate their residents found a significant lack of 
standardization across the programs (Brown, Poppe, Kaminetzky, Wipf, & Woods, 2015; 
Sciacca & Reville, 2016; Stephenson & Cosme, 2018). Regardless of the method of 
standardization, there was not any evidence available that participation in a residency or 
fellowship was harmful or detrimental to any participants or patient group.  
The two RCTs found during the review of the literature strongly supported 
postgraduate training and mentorship in order to increase confidence and competency in 
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nurse practitioners, but neither specifically studied the effect of these opportunities in NP 
residencies/fellowships (Chen et al., 2017; Kim et al., 2013). Additionally, despite 
additional academic preparation, postgraduate clinical training has been shown to be 
effective, even in NPs who obtained DNP degrees as residencies may aid in providing a 
structured transition into professional practice (Harper, McGuinness, & Johnson, 2017).  
Discussion of the Evidence 
The evidence reviewed collectively demonstrated that there is a compelling need 
for a collaborative approach to supervising and training new NPs in order to foster a 
feeling of supported clinical growth and mentorship while they sharpen their clinical 
skills and expose themselves to myriad clinical experiences. Viewed through the lens of 
Benner’s novice-to-expert framework, the available evidence strongly supports that NPs 
who participate in post-graduate mentorship programs feel better prepared than peers 
who do not by accelerating their journey through the stages with an expedited arrival at 
the expert level of advanced practice. This more rapid progression is facilitated by 
supervision/mentoring and gradual increases in workload, responsibility, and 
accountability, such that the resident not only has time to process, learn, and grow as an 
advanced practitioner, but is also able to work through feeling like an impostor while 
being eased into the practice arena. Although some programs differ in the method by 
which they prepare their participants, there is a definite lack of support for any negative 
effect of NP residency programs, and a fairly strong case to support the benefits of the 
programs to the participants.  
Barnes (2015) concluded that a formal orientation significantly improved a new 
NPs transition to their new role, and Barrett and Wright (2019) described the need for 
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formalized, structured integration into practice to help with successful transition. Brown 
et al. (2015), Bush and Lowery (2016), Faraz (2019), Fitzpatrick and Gripshover (2016), 
Hart and Bowen (2016), Hicks, Rico, and Beauchesne (2017), Kelly, Nicely, and Fairman 
(2015), MacKay et al. (2018), and Norwick (2016) studies’ results supported the premise 
that additional post-graduate training for nurse practitioners is beneficial to both the 
resident as well as being a positive step for the field of nursing. Harper, McGuiness, and 
Johnson (2016) even went so far as to look at the need for post-graduate programs for 
doctorally-prepared nurses (doctors of nursing practice or DNPs), and found that 
residencies, even in this group, would strengthen the field of nursing. These findings, 
along with the findings of several other studies that show many NPs feeling unprepared 
to practice independently immediately upon graduation, support postgraduate training 
during the first year after graduation (AAFP, 2014; Bartol, 2014; Hart & Bowen, 2016; 
Mundinger, Kane, & Lenz, 2000). The current evidence overwhelmingly supports that 
residency programs provide the additional training new NPs desire and require in order to 
feel more prepared to practice and ultimately lead to increased job satisfaction and lower 
turnover rates (Barnes, 2015; Brown & Olshansky, 1997; Brown & Olshansky, 1998; 
Draye & Brown, 2000; Hart & Bowen, 2016; Hart & Macnee, 2007; Norwick, 2016).  
Based on recommendations from the 2010 Institute of Medicine (IOM) Report on 
Nursing, residencies and fellowships for nurse practitioners have been developed over the 
past 5-10 years, and patient outcomes have consistently been comparable across nurse 
practitioners and physicians, over time (AAFP, 2014; Mundinger, Kane, & Lenz, 2000). 
The medical model allays the impostor phenomenon by requiring residencies for ALL 
medical doctor (MD) clinicians prior to practicing independently. This 3-7+ year 
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experience allows newly minted MDs to practice in supervised settings with graduated 
independence during which time didactic training received in medical school is cemented 
and the medical residents are eased into the role of independent medical doctor. New 
nurse practitioner (NP) residents deserve this requisite residency for the same reasons as 
MD residents as just discussed to ultimately: 1) improve clinical competence and 2) 
assure a more confident NP clinician is ready for independent practice (regardless if 
collaborating physician is required or not).  
With these concepts in mind, questionnaires evaluating the various stages of 
transition of NPs to practice were reviewed.  With permission from the original authors, a 
modified version of self and preceptor-based evaluations provided by Flinter and 
Bamrick (2017) based on the model at CHCI, a modified version of the Nurse 
Practitioner Role Transition Scale (NPRTS) (Cusson, Strange, Conelius, Duran, Merkle, 
& Mokel, 2011; Strange, 2015), and a modified version of a tool used to evaluate NP 
residents from the VA system (Rugen et al., 2017) were used to develop the final 
Assessment Tool for Resident Performance used in this DNP project (see Appendix A).  
The Nurse Practitioner Role Transition Scale (NPRTS) has been used in several 
studies to measure levels of preparedness in newly graduated NPs and is one of the only 
such tools currently available at the time of this writing. It was developed as part of a 
doctoral dissertation by now Dr. Sally Strange in 2015 (Strange, 2015), was initially 
validated in 2011, then updated and re-evaluated by Dr. Strange and supporting faculty in 
2015 (Cusson, Strange, Conelius, Duran, Merkle, & Mokel, 2011; Strange, 2015). 
Additionally, the Flinter and Bamrick model has been validated in multiple programs 
across the country, and, despite standardization of programs at this time, provides 
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essential competencies integral to the developing NP (Barrett & Wright, 2019; Flinter & 
Bamrick, 2017; Hart, 2016; Hicks, Rico, & Beauchesne, 2017; Parkhill, 2018). The 
survey by Rugen et al. (2017) has been utilized in the VA to appraise NP resident 
performance in several programs across the country. 
More research is certainly needed in this field, but what is clear from the available 
evidence is that those NPs who complete residencies and fellowships feel better prepared 
to practice independently with complex patient populations and show increased 
competence after completing additional training. A program to ease the transition of 
newly graduated nurse practitioners into practice is a best-practice initiative to increase 
preparation and retention of the new graduate NP in the primary care setting (Kelly, 
Nicely, & Fairman, 2015; Norwick, 2016).  
Evidence Based Practice: Verification of Chosen Option  
The risk of a newly graduated NP feeling like an impostor, feeling unprepared, 
and feeling incompetent is mitigated by practicing in a supportive, supervised, 
educational immersion experience where the NP resident can transition to the practice 
environment purposively over time, during the first 12 months of practice as an advanced 
practice clinician.  NP residency programs ease this transition into practice at the provider 
level guiding new NPs through the impostor-hood of new practice. They also allow NPs 
to develop more fully without practicing under the full duress of legal liabilities and fears 
of lack of support as experienced by many who are not fortunate enough to enter an NP 
residency program (Benner, 1984; Clance & Imes, 1978; Harper, McGuiness, & Johnson, 
2017; Huffstutler & Varnell, 2006; MacKay, Glynn, McVey, & Rissmiller, 2018). Such a 
setting has been shown to increase confidence in new NP clinicians, increase satisfaction 
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in the role of an NP, and increase retention rates, particularly when dealing with complex 
patient populations (Norwick, 2016).   
The newly initiated NP residency at the practice site in a suburb of Boston was 
developed as a response to the national need for NP residency programs and is based on 
the model developed by the Community Health Center Inc. (CHCI), the first established 
NP residency program in the country and the widely considered gold-standard of NP 
residency programs (Flinter & Bamrick, 2017). The CHCI program structure is based on 
two transitional outcomes; mastery of new skills needed to manage a transition (i.e. 
clinical competence), and development of a fluid yet integrative new identity (i.e. 
confidence) (Flinter & Bamrick, 2017). Flinter and Bamrick (2017) provide feasibility 
tools in their writings, which are specifically aimed at aiding other practices in 
establishing and evaluating newly initiated programs. 
Evaluation of the impact of this new post graduate residency program on the NP 
resident was performed using the Competency Domain scales from the CHCI model 
(Appendix B) as well as an amalgamation of competency evaluations shared by NP 
residency programs across the country as identified in the current literature, including the 
VA health system (Flinter & Bamrick, 2017; Rugen et al., 2017; Strange, 2015). Several 
of these key competencies include the following: patient-centered care, teamwork and 
collaboration, evidence-based practice (EBP), quality improvement (QI), safety, and 
informatics (Hicks, Rico, & Beauchesne, 2017). Additionally, a modified version of the 
Nurse Practitioner Role Transition Scale (NPRTS), which can be found in Appendix C, 
was used to measure adjustment to role of provider and measure a perception of 
preparedness of the resident (Barnes, 2015; Strange, 2015). 
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The NP residency is aimed at increasing clinical confidence and competence and 
increasing autonomy of NP residents. By evaluating the impact of the residency program 
in this setting, if successful, a similar program could be scaled and implemented in 
practices across the country in order to strengthen development of primary care providers 
and increase access to primary care services, a goal of Healthy People 2020 
(HealthyPeople.gov, 2019). Thereby, the DNP student project leader hopes to lay the 
groundwork for post-doctoral initiatives geared toward consulting with practice providers 
to add new NP residency programs into a variety of practices across the country, 
increasing availability for those interested in practicing according to recommendations 
made by the IOM in 2010 (IOM, 2010). 
Theoretical Framework or Evidence Based Practice Model  
 Benner’s novice-to-expert framework was the foundation of this Quality 
Improvement project (Benner, 1984). In this framework, nurses progress through five 
stages of proficiency on their journey from novice to expert: novice, advanced beginner, 
competent, proficient, expert (Appendix D). This model is based on experiential learning, 
a process that takes time and new experiences to develop into an expert. The new NP will 
start their career with pieces of information learned through working as a registered nurse 
and learned in academia, and over a period of time, will learn to view problems more 
holistically and systematically. This process varies among individuals but may take 
upward of five years to progress fully to the expert-level. Fitzpatrick and Gripshover 
(2016) and Forbes and Jessup (2004) delve deeper still to explore the concept of an 
expert nurse being relegated to novice status once again when starting practice as a nurse 
practitioner. It is at this point that Benner’s framework comes into full view. Despite 
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sometimes having years of experience as nurses, the role of a nurse practitioner is so 
different than that of a registered nurse that new NPs encounter highly variable 
transitions to their new role. A major goal with the advent of nurse practitioner 
residencies/fellowships is to ease this transition, such that nurse practitioners may more 
readily evolve into expert advanced practitioners and shorten the duration leading to 
expertise.  
 Additionally, the concept of the Impostor Phenomenon looms for new NPs, as 
significant role change can significantly impact confidence for the newly minted clinician 
(Benner, 1982; Benner, 1984; Clance & Imes, 1978; Huffstutler & Varnell, 2006). 
Despite having progressed through a masters and/or doctoral level formal educational 
preparation as well as having passed all appropriate licensing examination to be certified 
as a nurse practitioner, new NP clinicians often harbor a feeling that they “don’t belong in 
the role of a prescriber/provider”, that they are not “good enough” or “smart enough” and 
that they will be “found out to be impostors (shams)”. In most states NPs are still 
considered to be no more than “physician extenders” or “mid-level providers (regardless 
of whether they are required to have a collaborating MD or not).” This construct 
regarding NPs does not help new graduates build confidence. Also, this dreaded feeling 
has been propagated by the portrayal of societal norms emphasizing the assistant-like role 
nurses are forced to play in popular culture as well as by the training of many medical 
students to believe that nurses are simply assistants present to make their jobs easier. 
After years of dealing with this stigma, the newly licensed NP clinicians often have 
difficulty aligning their internal personal perceptions with accurate projections regarding 
their abilities (Clance & Imes, 1978; Barnes, 2015). Their new roles require confidence 
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and proficient competence as they take over the role of ultimate decision-maker for the 
care of their patients, which takes time and support to achieve. By engaging in NP 
residency programs, new NPs are guided through this period in a supported, supervised 
program, easing (although not completely abating) the tumultuous first year of practice 
(Flinter & Bamrick, 2017; Huffstutler & Varnell, 2006). 
 For this DNP project, Benner’s model guides the progression of the NP resident 
from novice practitioner at the beginning of the program to competent, perhaps closer to 
expert, clinician at the end of 12 months, although many years of independent practice 
are often necessary before a clinician is considered to be an expert in any field. An 
increase in the confidence and competence of the new NP within a supervised residency 
program will push them closer to expert status at a greater pace than those new NPs who 
do not receive such training (Benner 1982; Benner, 1984; Huffstutler & Varnell, 2006). 
All interventions/training opportunities in the NP residency program are guided by the 
principle of moving from novice to expert provider, as outlined by Benner’s model 
(Benner, 1982; Benner, 1984).  
Goals, Objectives and Expected Outcomes (EOs) 
 The goals of this DNP project are noted below with results potentially having 
implications for smaller practices across the country. The estimated improvement used 
for the project is based upon Benner’s novice-to-expert framework, in which 5 years may 
be necessary for a clinician to progress to expert-level clinician. Based upon this 
timeframe, 20% improvement per year (20% x 5 years = 100%), leaving a conservative 
estimate of 10% improvement during the first 6 months of practice. Based upon this 
estimate, the EOs of this project are as follows: 
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Goal 1: The first goal of the project is to evaluate whether or not an increase in 
confidence is achieved in a nurse practitioner resident, as measured by both the 
resident and preceptor, as she progressed through a newly launched NP residency.  
Objective 1: Measure increase in confidence of NP resident. Measure 
quantitatively using questionnaires at the 3- and 6-month marks after starting the 
program (November 2019 and February 2020). Measure qualitatively using 
discussions with NP resident and review of journal/video entries during course of 
residency program. 
Expected Outcome 1: The NP resident is expected to increase in confidence over 
the course of the project period by at least 10% from the 3-to-6-month interval as 
measured by the self-reported and preceptor-reported confidence at the 3-month 
mark of the program. Preceptor scores will be reviewed along with those of the 
resident to check for congruence/impact of impostor phenomenon on responses. 
 
Goal 2: The second goal of the project is to evaluate whether or not an increase in 
competence is achieved in a nurse practitioner resident, as measured by both the 
resident and preceptor, as she progressed through a newly launched NP residency.   
Objective 2: Measure increase in competence of NP resident. Measure 
quantitatively using questionnaires at the 3- and 6-month marks after starting the 
program (November 2019 and February 2020). Measure qualitatively using 
discussions with NP resident and preceptor. 
Expected Outcome 2: The NP resident was expected to increase in clinical 
competence over the course of the project period by at least 10% from the self-
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reported and preceptor reported competence at the start of the program, although 
this marker may not be achieved until completion of the full 12-month program. 
Cost-Benefit Analysis/Budget 
 A thorough financial analysis will not be completed as a part of this DNP project, 
however, as noted previously, an in-depth financial analysis will take place as phase 2 of 
the project (post-doctoral phase). Cost is one of the largest barriers to establishing an NP 
residency program. Members of the leadership team at the project site have collaborated 
to develop estimated costs of the program. Appendix E contains an estimated cost 
structure for the program, in which the resident is expected to increase overall 
productivity by an average of 10 patients per week between a potential increase in 
patients seen by the preceptor and the 1-2 hour mentored clinic daily. An average 
increase in 2.5 patients per day over the course of 12 months will result in a net positive 
of approximately $6,000 according to preliminary conservative calculations. This 
expectation appears to be realistic and achievable based on a theoretical decrease in time 
charting for preceptors as part of the clinical experience for residents as well as the 
opportunity to see patients independently with the support of the residency team. Cost 
estimates for this project vary from those presented by Flinter and Bamrick (2017) due to 
the varied payer mix found in community health centers compared with private practice 
settings with primary payers having private insurance plans.   
 According to a study by Martsolf et al. (2017), average pay for NP residents 
currently averages from $50,000 to $60,000 for the duration of the 12-month program. 
Although below market value for a newly graduating nurse practitioner, the educational 
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emphasis of the program appears to compensate the NP resident fairly, similar to medical 
residencies for medical doctors (Martsolf et al., 2017).  
 Benefits to the practice include a potential net-positive financial return over the 
course of the program as well as an increase in retention of NP residents upon completion 
of the program, eliminating recruiting fees and timely training required to hire a new 
nurse practitioner (Norwick, 2016). Platt and Altman (2019) also show the benefit of 
scribing (a responsibility of the NP resident during supervised clinical time) for 
established clinicians, which can result in an increase in revenue from 1) seeing 
additional patients and 2) increasing adherence to quality measures in pay-for-
performance models of practice. 
 For the intent and purposes of this project, additional time spent overseeing the 
program was donated by the DNP student capstone project leader and the other providers 
at the practice. Specialist shadowing time was also donated at no cost to the practice. The 
DNP student capstone project leader will also be responsible for tracking patient volume 
of the resident using tools available within the EMR at the proposed site for futures 
phases of the project.    
Ethical Considerations/Protection of Human Subjects 
 The University of Massachusetts, Amherst (UMass) Internal Review Board (IRB) 
approval was obtained prior to initiating the DNP project. Because the resident was 
credentialed as an independent provider at the time of initiation of the residency, the 
same ethical considerations and risks that are present when hiring a new provider were 
present in this context. Agreement to the terms of the program, including hours worked 
per week and additional shadowing was integral to gain the full experience offered by the 
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program. Although pay for the resident is less than the market value for a new NP in a 
traditional role, the educational element and training provided essentially limits any 
ethical consideration regarding underpayment, as is the case in the medical model for 
residency (Martsolf, Nguyen, Freund, & Poghosyan, 2017).  
 Availability of appropriate clinical care for patients at the practice was not 
compromised, as the resident had a covering, experienced provider present in the office at 
all times, particularly when performing independent clinic hours. Standards of care were 
actively iterated during clinical rotations, and a strong sense of support was present for 
the resident, minimizing distress as she transitions into her role as a healthcare provider. 
 The NP resident had her own account on the EMR at the practice site and was 
briefed on HIPAA policies at the office during orientation. The EMR is HITRUST 
certified for HIPAA compliance, all phone systems at the practice are HIPAA compliant, 
and any paper-based information with patient identifiers was disposed of through a 
HIPAA compliant data management company. All employees sign a HIPAA compliance 
agreement annually, and additional training is available based on familiarity with HIPAA 
compliant practices on an individual basis. No patient-specific data was included in any 
journaling activities of the resident, with any exceptions to this being destroyed 
immediately. 
The DNP student project leader was available for any additional questions and/or 
concerns as the program progressed. No patient-specific data was gathered during the 
project, with all patient information remaining within the HIPAA compliant EMR 
system. Although only one resident was present for the intervention, all testing/evaluation 
tools were de-identified in order to ensure privacy of the resident. If any future 
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promotional material is produced for the purposes of the DNP project, explicit consent of 
the resident will be obtained prior to release of information/images or posting on the 
website of the practice or any related social media accounts. To this point in time, no 
material has been produced. 
Every possible effort to ensure the ethical treatment of the resident as well as 
patients encountered by the resident will be made in a similar fashion to that of currently 
employed providers at the practice. An employment contract and collaborating physician 
contract signed by the resident is in place regarding conduct and medical guidelines for 
practice. Honesty, integrity, and excellent clinical practice are tenets of the practice site 
and were engrained into the resident’s training in preparation for independent practice. 
Methods  
Design  
This DNP Project was a Quality Improvement (QI) project with an educational 
evaluation design and the DNP student project leader evaluated the impact of a 
noteworthy Evidence-Based Practice (EBP) framework from the Community Health 
Center Inc (CHCI) as outlined by Flinter and Bamrick (2017) on the chosen NP resident. 
The QI project follows the Health Resources and Services Administration (HRSA) 
framework for quality improvement projects (U.S. Department of Health and Human 
Services, 2011). Quantitative data was gathered using the Assessment Tool for Resident 
Performance questionnaire, developed by merging several established screening tools 
intended to gauge progression through residencies/introduction to practice (Flinter & 
Bamrick, 2017; Rugen et al., 2018; Strange, 2015). The adapted final questionnaire is 
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located in Appendix A. Questions were separated into categories for gauging increases in 
confidence and competence.  
Quantitative: NP Resident Evaluation 
In order to evaluate the impact of this NP Residency program on the selected NP 
resident, the Assessment Tool for Resident Performance was administered at the 3- and 
6-month marks of the program. The questionnaire was administered by the site preceptor 
in order to minimize any impact on responses by the DNP student project leader. These 
instruments accomplish the aforementioned goals by measuring perceptions of 
preparedness to practice by NP residents as well as assessing clinical skill progression as 
noted by the preceptor at the practice site (i.e. developing differential diagnoses, 
procedure performance, complex medical management, etc.). Data were analyzed using 
descriptive statistical tools for the questionnaire portion of the project. 
Qualitative: NP Resident Evaluation 
 In addition to the administered questionnaires, discussions with the resident and 
journals/video journals made during the first 6 months of the program were reviewed in 
order to gauge the resident’s experience. Informal discussions sporadically throughout 
the first 6 months as well as more formalized discussions after data analysis were held 
with the resident, and weekly briefings with the site preceptor were held in order to 
ensure subjective experiential data were obtained.  
Implementation 
The modified CHCI model was initiated at the chosen practice site, a primary care 
practice that has adapted the model to fit its needs. The model includes supervised 
clinical experience, independent clinical experience, specialty rotations, and didactic 
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training/evaluation. Through a rigorous selection process, one newly graduated nurse 
practitioner was selected to participate in the program.  
Project Site and Population   
 The project took place at an independent outpatient primary care office with a 
family medicine concentration. The office is located in Easton, Massachusetts, which 
borders several diverse cities/towns: Brockton, Stoughton, Mansfield, Sharon, West 
Bridgewater, and Raynham. The office has approximately 10,000 covered lives, has a 
total of six providers (3 MDs and 3 NPs), and has 22 employees. Approximately 20,000 
patient visits are performed on an annual basis at the practice. All insurances are accepted 
at the practice, although the majority of patients hold a major carrier (i.e. Blue Cross, 
Harvard Pilgrim, Tufts, United, etc.). Both Medicare and Medicaid are also accepted at 
the practice. The office sees pediatric, adult, and geriatric patients, and all providers are 
family certified.  
The practice is open Monday through Friday with on-call services offered during 
off hours and telemedicine visit capability. A lab is located on-site with limited point-of-
care testing capability. Annual well visits, follow-up visits, same day sick visits, and a 
variety of procedures (i.e. suturing, incision and drainage, mole removal, gynecologic 
exams, etc.) are offered at the practice. All full-time providers work 4 days per week, 
approximately 10-hour days. Four providers are scheduled daily, and one medical 
assistant is assigned per provider to assist with putting patients in rooms, gathering vital 
signs, administering shots, and performing blood draws and point of care tests. A lab 
employee is also present for additional assist with blood draws. The DNP student 
capstone project leader works four days per week at the site.  
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The program merges supervised clinical time, independent clinical time, and 
didactic rotations/projects/academic study as well as continual reevaluation of the NP 
residents in order to minimize the impostor phenomenon, urge progression from novice 
to expert, and ensure that both confidence and competence increase throughout their 
program (Benner, 1984; Clance & Imes, 1978; Flinter & Bamrick, 2017; Huffstutler & 
Varnell, 2006). 
Over the past two years, the partners at the practice site had discussed 
implementation of a nurse practitioner residency in order to further their contribution to 
training excellent nurse practitioners, whom they hope will remain in the area and enrich 
the supply of primary care providers once the program is completed. An informal 
feasibility analysis was performed by the partners at the practice in January 2019 which 
reviewed benchmarks and structure necessary to make the model feasible from both a 
time and financial perspective. Prior to the NP residency beginning, the 
structure/curriculum was finalized, and implementation was delegated to Dr. Geoffrey 
Gilson, the site preceptor/medical director. The NP resident was held to similar 
benchmarks as the other programs to measure confidence and competence, as denoted in 
Appendices A-C.  
The office has three partners, including the DNP student capstone project leader, 
all of whom were involved in the decision to proceed with the pilot of the NP residency 
program at the site, including funding the program internally. Although the DNP student 
capstone project leader works at the project site, care was taken during the design of the 
project to minimize contact with the NP resident in order to minimize the potential for 
undue influence on the NP resident. Dr. Geoffrey Gilson, the founder and principle 
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partner at the practice, served as the liaison for implementation of questionnaires and 
informal discussions around perceived progression of the NP resident for the duration of 
the DNP project. Dr. Gilson is also the supervising MD for the residency program. 
 One newly graduated NP resident (within 6 months of graduation) was selected 
for the NP residency after careful consideration and a rigorous selection process, as this 
population has been shown to benefit from NP residency programs in the available 
evidence (Sanchez, 2018). The resident was selected due to exemplar academic and 
clinical experience, a willingness to further her education during her first year as a new 
NP, and a desire to be a part of the evaluation of efficiency and effectiveness of the 
program over time in hopes of molding future iterations of the residency (see Phases 2 
and 3 in “Conclusion”). Thereby, through the experiences of this selected new graduate 
NP candidate, the new program can be evaluated via the impact of the options and 
opportunities of the program on her perceptions of her role preparedness and actual 
outcomes as gauged by both herself and her clinical preceptor. 
Data Collection Procedures 
The DNP project was overseen by the DNP student project leader. Dr. Geoffrey 
Gilson, a partner at the practice and medical director, served as the site preceptor and ally 
in implementation of the proposed DNP project.   
The NP resident began clinical training on August 5, 2019. Prior to starting the 
clinical portion of the program, a one week-long orientation to the site was held. During 
this time, office staff were introduced to the resident, and training surrounding the 
electronic medical record (EMR) was provided to ensure comfort navigating the system. 
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An outline of the program curriculum is included in Appendix F. During the first 6 
months of the program, the program consisted of four clinical days, during which the 
majority of the day was spent in a mentored clinical environment. Three clinical 
variations were offered: precepted clinic, mentored clinic, and specialty rotations. The 
Nurse Practitioner resident spent the majority of this time (6-8 hours depending upon 
patient load) in a precepted clinic with Dr. Geoffrey Gilson, MD, her supervising 
physician with gradual increase in independently seeing patients.  
Leading up to the start of the project, meetings with the NP resident were held to 
review the program in detail and answer any questions/concerns that arose prior to 
initiation. Specialist rotations were held at pediatrics, gynecology, and orthopedics (spine, 
podiatry, foot and ankle, physiatry, and general orthopedics). Due to scheduling 
issues/institutional delays, no further rotations were held during the first 6 months of the 
program.  
The Assessment Tool for Resident Performance (Appendix A) was implemented, 
launching the DNP project portion of the residency, after approval by the IRB in 
November 2019 to assess and evaluate the IMPACT of the program after her first 3 
months of unencumbered immersion in the program. The evaluations were administered 
again at the 6-month mark of the program in order to evaluate whether the NP resident 
felt more prepared to practice and exhibited higher levels of clinical competence when 
compared to the start of her residency program and at the 3-month marker; did she 
perceive incremental growth in both confidence and competence throughout the first half 
of the program or not and why? Did the impostor phenomenon, the feeling of phoniness 
all too common to new NPs, take hold, impacting her perception of adequacy or not? The 
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results of data collection and analysis for the DNP project components of the total 
residency program will be used to refine/modify this new residency program at the 
practice site as needed to optimally prepare this first exemplar new graduate NP resident 
for the remainder of her 12-month program at the site as well as aid in the formation of 
appropriate guidelines for future iterations of the program.  
During the mentored clinic, the NP resident gained experience in patient 
exposure, charting, assisting with procedures, and performing exams with the preceptor. 
At the end of each precepted clinic, the NP resident had the opportunity for mentored 
clinic hours (approximately 1-2 hours) during which time patients were scheduled with 
the resident on a sliding scale (i.e. 1-2 patients per day for the first month with gradual 
increase as deemed appropriate by the preceptor). Such visits were mostly urgent 
care/same day sick visits initially but included follow-up visits and physicals as the 
residency progressed. The NP resident also engaged in didactic training through online 
teaching modules. Lectures offered by MedCram (n.d.) and Khan Academy (n.d.) were 
used to clarify complex clinical concepts toward the beginning of the program but were 
stopped as clinical hours and rotations increased over the first several months once 
further clinical exposure was introduced.  
The resident had direct access to either the clinical preceptor or additional 
experienced staff during the mentored clinic hours and was never left alone to perform 
these duties. One day of the week was dedicated to specialty clinic hours/shadowing, 
with varying specialists having 1-month rotations equating to four clinic days per 
specialist. A front-loading period was held the first month of the program in place of 
specialty rotations, during which essential primary care competencies were reviewed, 
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including EKG interpretation, lab interpretation, and common primary care procedures. 
No hands-on skills were expected during the specialist rotations, but weekly journals 
were suggested to review what experiences were useful to the resident. Further 
examination of these experiences will be performed in the next phases of the project. In 
addition to clinical exposure, residents were expected to meet with the preceptor/medical 
director (Dr. Geoffrey Gilson) once weekly, either formally or informally, in order to 
ensure safety, mental wellbeing, and continued meaningful exposure to clinical 
experiences, an important element to the mentorship process. Any concerns of the 
preceptor were communicated to the DNP student capstone project leader during weekly 
discussions.  
Although the program will run for a duration of 12 months, administration of the 
Assessment Tool for Resident Performance to measure the impact of the program on the 
NP resident was administered at the 3- and 6-month marks of the program (Appendix A). 
The questionnaire focused on perceived increases in confidence and competence of the 
NP resident as the program progressed. The first administration of the Assessment Tool 
for Resident Performance was purposefully delayed until the 3-month mark in order to 
minimize any disruption of the resident during the first several months of the program 
and ensure unencumbered engagement in the program up to that point in time. The intent 
of the testing was to evaluate whether NP residents perceive themselves as being more 
ready to practice as well as evaluating clinical skills by the resident and preceptor using 
the Assessment Tool for Resident Performance.  
 Additional phases of the total residency program evaluation are planned for 
continuous formative evaluation at the 9- and 12-month intervals, and summative 
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evaluation at the 12-month marker and will become post-doctoral follow-up work. An 
outline of the next steps of the plan post-graduation is presented in the “Conclusion” 
section of this DNP project. 
Facilitators 
 The selected NP resident was an exceptional choice for the program. Intrinsically 
motivated, eager to learn, open and honest about experiences, and excited about both the 
current and future implications of NP residency programs, she fully participated in all 
expected elements of the program. This drive also led to increased eagerness to see and 
interact with patients, leading to a net positive return for the practice after only 6 months 
of the program. A preliminary financial analysis of the first 6 months of the program 
showed a net-positive return on investment (ROI) for the practice site. The salary for the 
first 6 months of the program was $25,000, with additional overhead costs estimated to 
be an additional $10,000. At the 6-month mark of the program, the resident had collected 
approximately $67,000, yielding a net-positive of approximately $32,000 for the practice. 
In a positive feedback loop, the additional revenue generated by the resident for the 
practice led practice leaders to invest more time and energy into the training, resulting in 
the expected outcomes as noted earlier. The practice has also determined that the resident 
will be brought on full time as a nurse practitioner upon completion of the program, 
reinforcing the suggestion of increased retention of staff (IOM, 2010; Kelly, Nicely, & 
Fairman, 2015; Norwick, 2016; Rugen et al., 2017). 
Challenges 
 Like any newly established program, there were several unanticipated roadblocks 
around scheduling/logistical matters. Three of the planned 6 specialist rotations - 
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pediatrics, orthopedics, and gynecology - were completed during the first 6 months of the 
program. In total, 12 days that were dedicated to specialist rotations over the first 6 
months had no specialist placement available. During these days, additional continuing 
education was assigned in place of the specialist shadowing day. No primary care time 
was lost due to the missed rotations. Despite this challenge, the NP resident expressed 
positive experiences at the attended practice sites and confirmed having a better 
understanding of the varying specialists through the eyes of a primary care provider. For 
future iterations of the program, the resident suggested rotations in more highly 
specialized fields be front-loaded (i.e. rheumatology, endocrinology) in order to help 
formalize a better understanding of the role of primary care providers in these settings.   
 The program was also initially proposed to continue a scribing element for the NP 
resident throughout the entire program. However, due to her increasing eagerness and 
competence as well as several staffing changes at the practice, scribing hours were 
gradually eliminated around the 4-month mark and replaced by additional patient visit 
slots. For future iterations of the program, individualization of the scribe function as well 
as other planned phased progression markers will be instituted in order to ensure full 
potential of each individual resident is achieved. 
 In regard to academic versus real-world expectations for the program, the DNP 
student project leader found that the NP resident participating in the program felt more 
prepared than expected sooner than expected, and therefore, several elements of the 
program as initially proposed needed to evolve in order to better suit the individual 
resident in her development from novice to expert. The resident gained more from 
independent practice in a supportive environment after several months than from scribing 
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and shadowing specialists. With these factors in mind, the current NP resident will be a 
key stakeholder in the formation and evolution of the program in years to come. 
Results/Interpretation  
Data were analyzed using descriptive statistics for the survey tools and qualitative 
subjective analysis for the journals, discussions, and video data.     
Quantitative 
Quantitative methods included completion of the Assessment Tool for Resident 
Performance at the 3- and 6-month mark of the program. The tool was analyzed by 
evaluating responses to questions referring to how 1) the resident perceived her 
confidence at the set points in time, 2) how the preceptor perceived the resident’s 
confidence at the set points in time, 3) how the resident perceived her competence at the 
set points in time, and 4) how the preceptor perceived the resident’s competence at the set 
points in time. The responses were collected, entered electronically, and average scores 
were evaluated across the two categories of confidence and competence as noted. The 
overall average of scores in both categories (on 0-5 Likert-scale) were then compared for 
the resident and preceptor evaluations to yield the percentage of change between the 3- 
and 6-month questionnaires. 
Similar to the findings in the literature, the results of the 3- and 6-month 
questionnaires reflected an increase in both confidence AND competence in the nurse 
practitioner resident. The following table (Table 1) summarizes results of the Assessment 
Tool for Resident Performance. Full responses to the questionnaire are in Appendix A: 
  




Results of 3- and 6-month Assessment Tool for Resident Performance Questionnaire 
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Results below represent average percent improvement scores across time for questions related to 
Confidence and Competence of the NP Resident, from her perspective and that of her preceptor.  Likert-
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 Both the resident and preceptor reported overall increases in both confidence and 
competence of the resident. The average increase in score for questions related to 
confidence reported by the resident was 9.6%, while the average increase in score for 
questions related to confidence reported by the preceptor was 26.9%. The preceptor 
questionnaire reflected either no change or improvement for scores to all questions on the 
survey. The NP resident showed similar trends, with the exception of one question 
regarding having the tools to deal with role transition. This was the only question with a 
lesser value noted at the 6-month mark when compared with the 3-month mark.  
 Both resident and preceptor reflected improvement in competence from the 3- to 
6-month interval, with 14.5% improvement in questions related to competence noted by 
the resident and 22.6% improvement in questions related to competence noted by the 
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preceptor. The preceptor responses reflected more improvement in areas of 
assessment/diagnosis/treatment, performance of procedures, leadership/collaboration, and 
developing comfort and competence when compared with responses from the resident. 
Both resident and preceptor responses indicated an increase and confidence and 
competence in line with expected outcomes.  
Qualitative 
Qualitative methods for evaluation included the resident’s journaling, informal 
discussions between the resident and DNP student project leader, video journals recorded 
by the resident, and weekly debriefings between the DNP student project leader and her 
preceptor. The qualitative data obtained from the informal meetings with both preceptor 
and NP resident were recorded in the form of journal notes using pen and paper by the 
DNP student.  These written statements/phrases were analyzed for themes.  Content 
qualitative data analysis was utilized to analyze and discover common themes in responses 
to the questions asked by the DNP student during each interaction (Bhatia, 2018).  
Narrative qualitative data analysis was also utilized to analyze and uncover resident and 
preceptor commonalties in responses to their shared stories and experiences (Bhatia, 
2018).    
Frequently emerging themes of these and other discussions during the project 
duration include the resident feeling as if she did not belong in the provider role, didn’t 
deserve to be in her position, and didn’t feel like a true clinical provider (versus support 
staff/student), even after reassurance by the preceptor was received and significantly 
complex patient cases were successfully managed by the resident independently. A 
feeling of inadequacy and identifying as an impostor in her new role were frequently 
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mentioned as well. In discussing the results of the 3- and 6-month questionnaires and the 
differences therein with the resident, she expressed significant gratitude for the program 
and acknowledged progression through the expected phases of the first 6 months of a 12 
months NP residency as outlined in Appendix G. The arc of the first 6 months included 
initial excitement and “jubilation” around the start of the program. She then felt 
completely overwhelmed with new knowledge, felt a gradual increase in confidence, felt 
“absolutely exhausted and mentally drained” while still feeling able to survive in the 
clinical setting independently. And lastly, in the final months of the DNP project, she 
began to identify with the fact that she was moving closer toward expert-status and 
acknowledged learning to trust herself more. 
 The resident also expressed that, on several occasions, she wondered how she 
could have ever stepped into the role of nurse practitioner without having had the 
framework of the residency to gradually “wade into the waters” of clinical complexity. 
Although overwhelmed frequently, she noted at the 6-month mark that she was able to 
look back at the first half of the program and be thankful for the growth experienced with 
her initial transition. 
 Although, she verbalized frequently that perhaps she didn’t belong in the setting, 
didn’t feel like she had earned the position, curiously, she also expressed that she felt as if 
she “wasn’t carrying her load” and requested an increased patient volume at a number of 
points through the first 6 months of the program despite repeated assurance that she was 
progressing as expected. This juxtaposition of feeling confident enough to request this 
increased volume while simultaneously doubting the impact of her contributions to the 
practice highlights the internal struggles experienced by clinicians progressing through 
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Benner’s stages. The preceptor and DNP student project leader provided reassurance and 
frequent coaching that her feelings were a part of the novice-to-expert framework as well 
as reviewing the concept of the impostor phenomenon while traveling through these 
stages (Benner, 1982; Benner, 1984; Clance & Imes, 1978).  
Delving further into the resident’s journaling and discussions revealed a highly 
skilled, academically achieved, highly capable advanced clinician who, despite these 
attributes and her achievements, was exceptionally self-conscious and self-doubting. 
Through her journaling/discussions, she revealed that, deep down, she realized that she 
was extremely capable, yet had difficulty bringing that confidence to the forefront of her 
daily practice. This was further reflected in her questionnaire responses which 
demonstrated her lack of belief that she was improving at the expected rate (set up by 
internal expectations, not based on evidence) when compared to her preceptor who 
directly observed her work. The degree of true self-doubt could not be appreciated during 
this project, but the concept of the impostor phenomenon beautifully explains her 
sentiments (Clance & Imes, 1978). Additionally, her transition from expert RN to novice 
NP and the ensuing climb back to expert will eventually allay the self- perceived 
impostor hood she now faces (Benner, 1984; Forbes & Jessup, 2004). 
Discussion 
 The resident’s scores for confidence increased by 9.6% from month 3 to month 6 
of the program, while the same measure increased by 26.9% as reported by the resident’s 
preceptor. This significant difference in perceived improvement in confidence is 
discussed further in following sections, but such a difference strongly supports the 
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resident’s continued self-perception of being a novice/impostor, despite others seeing 
more significant improvement in the confidence of her practice.  
 A 14.5% increase in competence from months 3 to 6 were reported by the 
resident, while the preceptor reported a 22.6% increase during this time. Although there 
is some overlap with perceived confidence and competence, what is clear is that the 
resident felt more comfortable voicing that she had improved with clinical skills (i.e. 
suturing, EKG interpretation, managing hypertension, etc.) than she did with overall 
clinical confidence. 
Qualitative results echo the results of the Assessment Tool for Resident 
Performance, showing a new clinician who felt like an impostor with the new 
responsibility of her role and the burden of responsibility associated therein. Even when 
presenting a case to her preceptor in perfect fashion and methodically working through 
complex medical management fluidly, she still reported a lack of confidence in her 
decisions and a need for validation prior to moving forward. Inversely, her preceptor 
reported feeling very pleased with how confidently she interacted with patients and staff, 
yet noted how, during private conversations with her preceptor, she would voice feelings 
of inadequacy and self-doubt. 
The progression of the NP as well as the difference between the resident and 
preceptor questionnaire results beautifully align with Benner’s novice to expert 
framework, particularly addressing the resident’s battle with the impostor phenomenon 
(Benner, 1982; Benner, 1984; Clance & Imes, 1978; Huffstutler & Varnell, 2006). 
Subjective accounts by the resident as well as answers in the questionnaire reflect a nurse 
clinician feeling overwhelmed initially with the prospect of being responsible for the 
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ultimate decisions provided to her patients rather than the management of such decisions 
as is typically performed in the registered nurse role. She appeared to realize her 
competence deep within but struggled to accept that she was becoming an expert 
clinician. What is also clear from the results of the questionnaire is the striking difference 
between her perceived confidence and competence as perceived by the preceptor. It is 
evident that the resident is still battling to view herself as a non-impostor, and future 
phases of the project will unveil whether or not these perceptions improve as the program 
progresses (as would be expected from the current evidence). Although full progression 
through the novice to expert framework and freeing oneself from the feeling of impostor-
hood can take years, the NP resident is well on her way to self-sufficiency because of the 
support provided by the program curriculum (Benner, 1984; Clance & Imes, 1978).  
Partners at the practice site expect that the second half of the program will 
continue to progress as outlined by Flinter and Bamrick (2017), leading to a well-
polished, clinical expert with ever-increasing confidence after completion of the 12-
month residency. Key stakeholders at the practice recently re-evaluated the structure of 
the program and will likely move to a 3-phased program for the next iteration after 
receiving feedback from the current resident. These phases differ from the current 
structure as follows: first phase composed of skill-building and didactic involvement 
during the first month of the program. Second phase introduces scribing during the first 
portion of the day, followed by independent clinical experience toward the end of the day 
while attending specialist clinical rotations. The third phase increases daily patient load, 
eliminates specialist shadowing, and refocuses on didactic learning at home. However, 
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key stakeholders at the practice also realize that individualization of the program may be 
necessary in order to assure full potential is met for each individual resident.  
Although the program launched at the project site is not generalizable to ALL 
practices across the country, this DNP project provides support that NP residency 
programs are feasible in varying settings (large and small) with the correct infrastructure 
and support. Learning outcomes may be achieved through a variety of different 
modalities, and as previously noted, this residency has already resulted in a net-positive 
financial gain for the practice while achieving the goals of the program. Future 
developments of this and additional programs will lead to improvement in training of 
NPs across the country eventually, but for the purposes of this project, one highly capable 
NP has been shaped who has higher role satisfaction and higher clinical competence as 
she continues at the project site. 
Conclusion 
Nurse Practitioner residency/fellowship programs are increasingly needed in the 
United States as NP numbers continue to increase and their roles continue to expand in 
the provision of primary care. Although the current evidence supports NP residency 
programs in increasing both confidence and competence of new providers, the majority 
of residency programs are held at larger facilities with financial backing from the parent 
organization or governmental funds (Faraz, 2019; Harper, McGuiness, & Johnson, 2017; 
Hart & Bowen, 2016; Martsolf, Nguyen, Freund, & Poghosyan, 2017; Norwick, 2016). 
The primary objective of this project was not to draw grand conclusions. With 
only one new graduate NP resident and one preceptor, broad-sweeping inferences will 
not be crafted, nor will outcomes be generalizable to other sites or programs. Rather, the 
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DNP project outcomes and the further post-doctoral formative and summative 
evaluations of the program, from the perspectives of the two key stakeholders (resident 
and preceptor) will lend rich data and outcomes to use for continuous quality 
improvement of this one new residency program at the chosen practice site.  
For this project, the impact of a new NP residency in a smaller primary care site 
on the selected NP resident was found to increase both confidence and competence of the 
NP resident as well as increase satisfaction in her new role as she progressed through 
Benner’s stages. The expected outcomes were achieved, showing the feasibility of 
implementing new graduate NP residency programs, even at smaller sites. It is the belief 
of this DNP student and the key stakeholders at the practice site that the practice’s new 
NP residency program has been a great success to date, and we look forward to 
completion of the last two phases of the project.  
 Phase 2 of the project is the immediate post-doctoral phase. During this phase of 
the long-term project, the DNP graduate clinical project leader will use data collected 
during this DNP project and during post project final two evaluation periods at 9 and 12 
months to assist in modifying components of the program for optimal training for future 
residents. During phase 2 of the program, an in-depth financial analysis will be 
performed to estimate the true cost of an NP resident to a practice. Phase 3 of the project 
is a total evaluation of the program itself and continued measurement of impact on NP 
residents who partake in the program. This phase will be an ongoing work-in-progress as 
formal accreditation of the program is pursued by the author of the project.  
Although this DNP project was an evaluation of the impact of a supervised 
residency on one selected participant during a finite period of time, it does serve as a 
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profoundly informative intensive case study analysis of the impact of the residency 
program on a new graduate NP.  The rich qualitative data obtained from the resident and 
the provider/preceptor during the DNP project has given the practice’s partners the 
opportunity to learn from the deep immersion and self-analysis of the one resident. The 
key stakeholders assert that the NP Residency Program will become a sustainable 
program within the primary care practice site. Outcomes will be used to refine and 
modify the residency program for its permanent launch in fall 2020.  
Summary 
 
Nurse practitioner residencies will play a significant role in the training of future 
nurse practitioners. Although advanced practice nurses are not yet supported by 
governmental organizations in the same way our physician colleagues are regarding 
funding of postgraduate training opportunities, we continue to provide care equal to or 
exceeding our colleagues. As independent practice for NPs expands across the country, 
NPs have a responsibility to ensure that this excellent level of care continues, and NP 
residencies are one such way to ensure proper training is provided for new NPs. Such 
programs limit arguments that NPs are not as adequately prepared as our physician 
colleagues while helping new clinicians build clinical acumen.  
Despite our exceptional didactic and clinical training, NPs experience the 
impostor phenomenon, particularly during the first year of practice after graduation. This 
feeling of “never being enough” can contribute to feelings of inadequacy regardless of 
performance, leading to discouragement and possible burnout. It is no longer acceptable 
to let our new colleagues flounder, perhaps feeling like an impostor for years when we 
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know how to intercede on their behalf, ensuring excellent care continues to be provided 
by advanced practice nurses for years to come. 
The DNP student project leader will be available post-graduation to consult, on a 
case-by-case basis, regarding initiation of programs at clinical outpatient sites across the 
country. With the future of primary care in the balance, it is possible for us all to 
contribute to the success of nurse practitioners through post-graduate supervised clinical 
residencies, and the outcomes of this project support feasibility for these initiatives.  
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Appendix A  
Results of Implemented Questionnaire  
Assessment Tool for Resident Performance  
Likert-scale questionnaire  
Choose most appropriate answer from 0-5, positive integers only 
Assessment Tool for Resident Performance  
(adapted from Flinter and Bamrick, 2017, Rugen et al., 2017, Strange, 2015)  
     
Rating Scale  
0= N/A 
1 = Novice (Disagree) 
2 = Advanced beginner 
(Slightly agree) 
3 = Competent (Neutral) 
4 = Proficient (Agree) 













Performs comprehensive history 
and physical exam 4 4 4 5 
Develops pertinent differential 
diagnosis 3 3 4 4 
Orders appropriate screening 
and diagnostic tests 3 4 4 4 
Orders appropriate consults and 
e-consults 3 4 4 4 
Orders appropriate medications 3 3 4 4 
Performs comprehensive 
medication review and 
reconciliation 4 3 4 5 
Presents cases to preceptor in a 
clear, concise and organized 
fashion 4 3 4 5 
Cares for acute illness, chronic 
disease, and health 
maintenance needs using 
evidence-based guidelines 3 4 4 4 
Assesses for, diagnoses, treats, and manages over time common medical conditions 
experienced in primary care: 
Hypertension 3 4 4 4 
Diabetes 3 3 4 4 
Obesity 3 4 3 4 
Depression 3 3 3 5 
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Chronic pain 2 3 2 4 
COPD 3 4 3 4 
Heart failure 2 4 3 4 
Asthma 3 4 3 4 
Substance abuse 2 3 2 4 
Women's health/contraception 4 4 4 5 
Uses evidence-based 
guidelines 3 3 3 5 
Perform clinical procedures commonly seen in primary care 
EKG interpretation 2 3 3 4 
Suturing 4 3 4 4 
Biopsy 3 3 4 4 
Incision and Drainage 3 3 4 4 
Lab interpretation 3 3 3 4 
Leadership/Collaboration 
Independently diagnoses and 
develops plans of care 3 3 4 4 
Works effectively with adjunct 
medical staff 4 4 4 5 
Appropriate use of resources 3 4 4 5 
Safely transitions patients 
among teams/providers 3 4 4 5 
Seeks feedback from faculty 
and team members 4 4 4 5 
Uses respectful language 4 5 4 5 
Appreciates contribution of 
other team members 5 5 5 5 
Patient-centered care 
Tracks/coordinates care for 
patients ensuring follow-up 4 4 4 4 
Appropriate patient/family 
communication 4 4 4 5 
Culturally appropriate 
interactions 3 4 4 5 
Provides teaching for chronic 
and acute illness 3 3 4 5 
Uses shared decision making 
for plan development 4 3 5 4 
Developing Comfort and 
Competence     
Running head: IMPACT OF NURSE PRACTITIONER RESIDENCY PROGRAM 54 
 
The resident feels very 
comfortable managing their 
patients 3 3 4 4 
The resident feels very 
competent managing their 
patient case load 3 3 4 4 
The resident is comfortable in 
their role 3 3 4 5 
The resident feels the transition 
from nurse to nurse practitioner 
was easy 2 3 2 4 
The resident feels they have the 
skills to deal with role transition 4 3 3 4 
The resident feels confident as 
a nurse practitioner 3 3 3 4 
The resident's nurse practitioner 
program prepared me for a 
smooth role transition 5 3 5 4 
The resident is able to complete 
their responsibilities in the 
allotted time because they are 
comfortable with their skills 4 3 4 4 
The resident has confidence in 
their decision making 4 2.5 4 4 
Understanding of the Role by Others 
The resident's nurse practitioner 
role is very well understood by 
the public 1 2 2 3 
The resident's nurse practitioner 
role is very well understood by 
their patients and families 3 3 3 4 
The resident's nurse practitioner 
role is very well understood by 
management 5 3.5 5 4 
The resident's nurse practitioner 
role is very well understood by 
their physician colleagues 5 4 5 5 
The resident's nurse practitioner 
role is very well understood by 
other employees at the practice 5 3 5 5 
The resident feels that their 
patients trust them 3 3 3 4 
The resident feels accepted as 
a provider by other healthcare 
professionals 4 3 4 4 
Collegial Support 
I feel that I get a lot of support 5  5  
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I feel that I am supported by 
management 5  5  
I feel that I am supported by my 
nursing colleagues 5  5  
I feel that I am supported by my 
physician colleagues 5  5  
My feelings of isolation are 
minimal 3  4  
I am treated as a professional 
by my colleagues 5  5  
I feel that I bring value to the 
team 3  4  
My mentors/preceptors are 
nurturing 5  5  
I am respected by other 
healthcare professionals 5  5  
Communications and Relations 
I feel that I am a visible provider 
on the healthcare team 4  4  
I have minimal anxiety when 
communicating with other 
healthcare providers 3  4  
I feel that I have a good 
relationship with the physicians 
at the practice 5  5  
The physician staff works 
collaboratively with me 5  5  
I feel I have minimal conflict with 
other healthcare providers 5  5  
I feel that I conttribute to 
problem-solving patient care 
issues 3  3  
Preceptor Questionnaire ONLY - 3 and 5 months 
I am happy with the 
performance of the NP resident  4  5 
The NP resident improved my 
workflow  4  5 
The NP resident has increased 
in confidence  3  5 
The NP resident has increased 
in competence  4  5 
I would like to continue working 
with an NP resident  5  5 
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Appendix C 
Nurse Practitioner Role Transition Scale – gauges comfort of transition to new 
nurse practitioner 
 
Strange, S. (2015). The Development and Psychometric Testing of the Nurse Practitioner Role Transition Scale. Doctoral 
Dissertations. 661. Retrieved from 
https://opencommons.uconn.edu/cgi/viewcontent.cgi?referer=https://www.google.com/&httpsredir=1&article=6885&context=dissertations. 
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Appendix E 
Cost Benefit Analysis NP Residency 
Salary/year $50,000 
Insurance $10,000 
Staffing costs $5,000 
Additional overhead (i.e. EMR, tech) $5,000 
Donated time primary site 8 hours per week 
Donated time specialists  8 hours per week 
Total approximate cost annually $70,000 
  
Estimated increase in patient volume per week 10 
Reimbursement per patient (low estimate) $160 
Additional reimbursement per week $1,600 
Additional reimbursement per 12-months $76,800 
  








NP Residency Curriculum Outline 
August 2019 
2 weeks orientation/shadowing, credentialing - build schedule when credentialed 
Wednesdays during August dedicated to boot camp 
EKG interpretation - all EKGs with GG, review of EKG book 
Lab interpretation/bucket management for GG - using clinical guide, online video instruction 
Procedure practice (i.e. sutures, cryotherapy, I+D) 
September 2019 
Start clinical rotations - Wednesdays with designated specialist - 1 per month 
Start weekly video review/reports via systems 
Start patient schedule - 3 during day (every 2 hours), 4 sick slots end of day 
October 2019 - December 2019 
Continue clinical rotations 
Continue weekly didactics 
Patient schedule: 5-7 complex follow-up slots daily, 4 same-day sick visit slots daily 
January 2020 - March 2020 
Continue clinical rotations 
Continue weekly didactics 
Patient schedule: 7-10 complex follow-up slots daily, 6 same-day sick visit slots daily 
April 2020 - August 2020 
Continue clinical rotations/weekly didactics 
Patient schedule: 10-15 complex follow-up slots daily, 6 same-day sick visit slots daily 
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Appendix G 
 
 
 
